summary a 37 year old para 0 + 0 presented with abdominal pain and progressive abdominal swelling. she had no menstrual complains. Abdominal examination revealed a large 30 week non-tender, firm and mobile mass. A pelvic / abdominal ultrasound confirmed a 15.7 x 9.9 cm pedunculated fibroid arising from the uterine fundus. a laparoscopic myomectomy was successfully undertaken, and the morcellated fragments weighed 1490 grams.
introduction uterine fibroids are the most common benign neoplasms of the female genital tract, estimated to occur in 20-50% of women, with an increased frequency in the late reproductive age (1) . surgery remains the principal mode of treatment for these leiomyomata. the first reported laparoscopic myomectomy was by semm and Mettler (2) . Myomectomies were till then done primarily by laparotomy. they advocated careful client selection while undertaking laparoscopic myomectomy (2) . subsequently numerous reports of this technique have been published, establishing the effectiveness and safety of this technique in properly selected cases (3) . these criteria include presence or absence of previous scars, number, location and size of fibroids. as myomectomy is done to preserve the uterus for future pregnancy, maintaining the integrity of the uterine wall during repair is of utmost importance. Difficulty in suturing after the myomectomy poses the major challenge, and three case reports of spontaneous uterine rupture in pregnancy after laparoscopic myomectomy have raised doubts regarding the safety of this technique on those still desiring fertility (5) (6) (7) . the potential of thermal necrosis and wound dehiscence is also of concern (7).
case report a 37 year-old para 0 + 0, presented with a history of lower abdominal pain and a progressive enlargement of the abdomen. her cycles were normal. there was no history of any intermenstrual bleeding, dysuria or p v discharge.
there was no past medical history of diabetes, bronchial asthma or hypertension. she had undergone an appendicectomy in 1982. she was single, and worked as a corporate secretary. her last normal menstrual period was on the 24th May 2007. the periods were moderate, with minimal clots, every 28 days for five to six days. on general examination she was in fair general condition, well built and well nourished with adequate hydration. there was no pallor, cyanosis, icterus or any significant lymphadenopathy. She had no pedal or sacral oedema. the vital signs were stable, she was afebrile, and the blood pressure was elevated at admission. the breasts were not active. the cardiovascular, respiratory and the central nervous systems were clinically within normal. abdominal examination revealed a previous appendicectomy scar. there was no tenderness. the liver and the spleen were not palpable. there was a large 30 week size non-tender, firm, mobile mass appreciated. there was no evidence of any intra-abdominal free fluid. The bowel sounds were normal.
on internal examination, the external genitalia were normal, vaginal mucosa healthy. the uterus was bulky in size, regular and anteverted. there was no adnexial tenderness or masses appreciated. however one large pedunculated mobile mass was evident. the pouch of douglas appeared empty. The cervix was firm, regular and appeared normal. cervical excitation was negative. there was a minimal discharge on the examining finger.
a pelvic ultrasound done reported an anteverted uterus with a pedunculated fibroid measuring 15.7 x 9.9 cm and two small intramural fibroids measuring 2cm and 4.1 x 2.9cm. Both the ovaries were not seen. the haemoglobin was 11.6gms/dl and the urea and electrolytes were normal, blood sugar was 5.6 mmols/l. her blood group was B positive.
A diagnosis of a large penduculated uterine fibroid was entertained and she opted for a hysteroscopy and laparoscopy with a possible laparotomy, after discussing all the available options.
In Theatre under fluid distention, at Hysteroscopy the uterine cavity was well visualised and appeared normal. Both the tubal ostia were seen and appeared normal. there were no submucous fibroids or endometrial polyps evident. the panoramic view was normal. an endometrial biopsy was obtained and sent for histology. a routine pneumoperitonium was created. at laparoscopy a good view was obtained. the liver and gall bladder appeared normal. Both the ovaries and fallopian tubes were normal. the ovarian fossa, pouch of douglas and uterosacral ligaments were devoid of any endometriotic lesions. the uterus was bulky and with one large pedunculated fibroid (18 to 20cms in size) and two small 2-3cms fundal subserous fibroids. a laparoscopic myomectomy was undertaken using the harmonic scalpel and bipolar coagulation. the endometrial cavity was not breeched. the defect was closed in a single layer using intracorporeal sutures. the fibroid was delivered by morcellation. A good lavage ensured adequate haemostasis. the urine was clear and postoperative observations were stable. the estimated blood loss was 200mls. Bilateral ureteric peristalsis was evident. the specimens were sent for histological evaluation, which confirmed a lieomyoma. the weight of the dominant fibroid was 1490 grams.
she recovered well and was discharged in satisfactory condition. she has been subsequently reviewed every three months and is doing well. discussion laparoscopic myomectomy is a safe and feasible procedure in appropriately selected patients. it is already shown in a series of reports that pregnancy rates between 36 and 65% can be expected following myomectomy done via laparotomy, in infertile women (8) .
such reports are now also seen following laparoscopic myomectomy (9) . Myomectomy remains a challenging surgical procedure since it incorporates the reconstruction of an organ that usually undergoes significant structural modifications, as seen in pregnancy.
l a p a ro t o m i c m y o m e c t o m y h a s s h o w n to be adequate with repair of such uteri, and normal reproductive performance thereafter (10) . only sporadic cases of pregnancy related uterine dehiscence have been reported following myomectomy by laparotomy (11) . some of the main concerns regarding laparoscopic myomectomy have been adequate reconstruction and healing of the uterine wall defect following myomectomy, and the possible resulting obstetric complications, including ability of the uterus to withstand pregnancy and labour, and high incidence of elective caesarean section (12) . Many of the previous cases of uterine rupture in pregnant women following laparoscopic myomectomy occurred during second and third trimesters (28-36 weeks) (12, 13) . seracchioli et al advocated adequate tissue approximation, prevention of haematoma formation and limited use of electro coagulation as pointers towards a successful laparoscopic procedure (13) . the patient presented was a 37 year old single female with no current desire of fertility.
at laparotomy, closure of the excision site is usually multilayered. With operative laparoscopy, this suturing can be tedious and cumbersome and thus the restoration of normal wall integrity can be challenging, especially with inexperienced hands. in the case under discussion a large pedunculated fibroid was encountered and intracorporeal suturing was successfully undertaken. the endometrial cavity was not breached.
Marret et al (12) in their retrospective multicentre study noted that laparoscopic myomectomy be offered as a reproducible and safe alternative to abdominal myomectomy. the key factors for a successful outcome also include small myomas fewer in number, size, myoma location and the surgical expertise of the team. in our patient a single large pedunculated fibroid, 18 to 20 cm was encountered and managed successfully.
seracchioli et al (13) in their evaluation on laparoscopic myomectomy reported that the feasibility of laparoscopic myomectomy has definitely been demonstrated. Although no definitive criteria have been established, deep intramural fibroids reaching the uterine cavity may represent a contraindication to laparoscopic myomectomy, due to intraoperative bleeding and inadequate closure of the myometrium.
in conclusion, laparoscopic myomectomy will gradually find its role in the management of patients with symptomatic uterine fibroids, as the surgical expertise improve. acKnoWLedgements to our colleagues and the administration and staff of the Mombasa hospital, and to the patient for allowing us to publish this rather rare case.
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